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Introduction

This chapter presents insights into the factors
expected to influence the need, demand, and avail-
ability of different types of mental health service
providers in the next four or five years. Specifically,
it provides information about the conditions that
may influence short-term trends in the number of
active providers and trainees in the major mental
health service providing disciplines (psychiatry, psy-
chology, social work, psychosocial rehabilitation,
psychiatric nursing, counseling, marriage and fami-
ly therapy, pastoral counseling, and sociology). The
key sociodemographic, system, technological, and
psychopharmacological factors that may affect the
number of active service providers and trainees are
discussed for each profession. Estimates of the
short-term changes in the number of providers and
trainees for each discipline are also provided. An
overview of these changes is presented below.

The Changing
U. S. Demographic Structure

A major factor affecting the need and demand
for mental health providers and consequently the
number of active specialty service providers and
trainees is the projected short-term change in the
demographic structure of the United States. These
changes are presented in table 1 and table 2 and
summarized below. 

An examination of table 1 reveals that between
2002 and 2005, the population of the United States
is expected to increase by approximately 7.4 million
persons (from 280 million in 2002 to 288 million in
2005), a change of approximately 2.6 percent. The
largest increase is expected to occur in the Hispanic
population (46.2 percent of the total increase), fol-
lowed by the White non-Hispanic population
(21.6 percent), the African-American population
(18.6 percent), the Asian/Pacific Islander population
(16.1 percent), and American Indian population
(1.6 percent).

The overall growth rates summarized in table 1
reflect very different race/ethnic growth patterns by
age (see table 2). An examination of column 2 of ta-
ble 2 (median age) reveals that whereas all the race/
ethnic populations are aging, the White non-His-
panic population is aging the fastest. In the four
years between 2002 and 2005, the median age of the
White non-Hispanic population increases nearly a
year (0.9 years) compared with 0.7 of a year for the

Asian and Pacific Islands population, 0.6 of a year
for African-Americans, and 0.4 for Hispanic per-
sons. These increases in the median age reflect the
fact that the large cohort of persons born between
the end of World War II and 1964, a group often la-
beled the “baby boom” generation, will reach age 55
to 64 by 2005. Although the largest numerical in-
crease for this age category occurs for White non-
Hispanic persons (approximately 2.8 million per-
sons, or a percent change of 12.6 in 4 years), the oth-
er race/ethnic groups in this age category increase
at a faster pace. The percent change for Asian and
Pacific Islanders is 21.2, whereas for Hispanic per-
sons it is 20.2, and for African-Americans it is 16.2. 

Whereas the age category 55 to 64 grew fastest
during the reporting period, age categories 45 to 54
and 65 and over also grew. This pattern held for all
race/ethnic groups. Some age categories, however,
declined. The White non-Hispanic and the African-
American children under 14 years declined (percent
declines of 3.0 and 1.8, respectively), as did the cate-
gory 25 to 44 for White non-Hispanic persons (per-
cent decline of 4.5). For all other race/ethnic popula-
tions, all considered age categories increased. 

Also, the number and proportion of females is
expected to increase at a faster pace than that of
males. Thus, the sex ratio (the ratios of men to
women multiplied by 100) for persons 14 to 24 was
103.4 in 2002 and 104.8 in 2005 for the total popula-
tion, and for persons 65 and over, the ratio was 71.8
and 72.8 in 2002 and 2005, respectively.

The anticipated changes in the demographic
structure of the United States between 2002 and
2005 will have significant consequences for the need
and demand for providers of mental health services.
Illustratively, just taking the changes in the age cat-
egories by race/ethnicity into account and assuming
constant levels of need for mental health services by
age and race/ethnic categories during the reporting
period, more services will be required for persons
over 45, particularly persons 55 to 64, by 2005. To
achieve equity of service for all race/ethnic groups,
most services will still be required for White non-
Hispanic persons; however, the service requirement
of the remaining ethnic groups will increase signifi-
cantly. Specifically, the White non-Hispanic popula-
tion increased by 2.6 million during the reporting
period and the remaining race/ethnic population in-
creased by more than 1 million. 

Equally important, although the number of chil-
dren under 14 increases by only 85 thousand in the
4-year period from 2002 to 2005, resources will have
to be shifted from providing services to the White
non-Hispanic and African-American children to the
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remaining race/ethnic children. That is because the
White non-Hispanic and African-American children
as a group decrease by approximately one million
children and the remaining race/ethnic populations
increase by about one million persons. Thus, assum-
ing constant prevalence of mental health problems
among children of all race/ethnic groups, even in a
relatively short period, adjustments to the changes
in demographic structure should influence the na-
tional level of need and demand for, and conse-
quently the number of, mental health providers.

Further, it is important to note that the service
needs of minority race/ethnic groups may exceed
those of the numerically dominant White non-His-
panic population. Specifically, persons in the rapidly
increasing minority race/ethnic groups are more
likely than White non-Hispanic persons to be poor,
without medical insurance, and concentrated in
inner-city areas with high poverty levels or, alterna-
tively, in isolated rural and frontier areas with frag-
ile, often poor economic structures. As a conse-
quence, these populations are most likely to be
exposed to high stress levels that may result in an
elevated need for mental health services. Because
few private services are likely to be available to
them, these populations are most likely to be depen-
dent on public mental health services. Clearly, poli-
cymakers will have to determine the extent to
which the short-term service needs of these high-
risk populations can be adequately met.

Additional Factors (System, 
Technological, and 
Psychopharmacological Factors) 

In addition to an examination of the conse-
quences of short-term sociodemographic changes for

the number of active service providers and trainees
in the various disciplines, this chapter also presents
analyses of the consequence of major system, tech-
nological, and psychopharmacological changes that
will influence number and characteristics of service
providers and trainees. Some of those changes dis-
cussed in detail by professional groups are summa-
rized below.

System Changes: The system changes expected
to have the greatest consequences for mental health
services provided by different professional groups
are those linked to the growth of large managed
care organizations. Such organizations have grown
rapidly in the past two decades. As part of their pro-
grams to contain the cost of providing mental health
services, they often place restrictions on the kinds
and amount of mental health services that can be
provided by specialty mental health providers. 

Stimulated by the growth of managed care orga-
nizations in the past two decades, there has been a
significant increase in the State and Federal rules
and regulations that control the mental health
treatment conditions. These increases include regu-
lations that provide funding for health and mental
health services under such programs as Medicare or
Medicaid or that clarify the privacy of medical
records. Often such regulations have the unintend-
ed consequence of increasing the administrative
work of providers and reducing their payments for
services, which is likely to reduce the overall attrac-
tiveness of expending time and energy necessary to
achieve a specialty mental health position. Simulta-
neously, there has been a reduction in the availabil-
ity of training funds to prepare trainees for careers
in mental health. 

Certification rules that permit various specialty
mental health service provider groups to offer ser-
vices and be paid by Medicare, Medicaid, or similar

Table 1. Estimated population growth from July 1, 2002, to July 1, 2005

Population (thousands)

2002 2005 Difference Percent Change (%)

Total population 280,306 287,716 7,410 100.0 2.6
White non-Hispanic 197,815 199,414 1,599 21.6 0.8
Hispanic 34,767 38,189 3,422 46.2 9.8
African-American 36,240 37,619 1,379 18.6 3.8
Asian/Pacific Islander 12,057 13,251 1,194 16.1 9.9
American Indian 2,509 2,625 116 1.6 4.6
Source: Table NP-T4-B1, Projections of the Total Resident Population by 5-Year Age Groups, Race, Hispanic Origin with Special Age 

Categories: Middle Series, 2001 to 2005. Population Projection Program, Population Division. Washington, DC: U. S. Census 
Bureau. Internet Release Date: January 13, 2000.
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State or Federal programs also are changing. To the
extent that these rules permit more types of special-
ty mental health service providers to offer services
for which they can directly or indirectly be reim-
bursed, the number of active services providers and
those in training should increase. 

Technological Changes: A key technological ad-
vance expected to change not only the way services
are provided to different populations but also the
volume of services is telemental health, which in-
volves the provision of mental health services to
consumers, consultations and communication
among providers or consumers, and training of con-
sumers and providers using two-way video commu-
nication systems. Because telemental health servic-
es can provide access to a wide range of treatments,
services, and education at a distance, it can help to
overcome some of the problems related to the avail-
ability of and access to the limited number of spe-
cialty providers in communities with the small local

social support or education networks. Such condi-
tions are most likely to be found in rural or frontier
areas or in inner-city areas. 

The different specialty providers groups cur-
rently are using telemental health procedures in
different ways, and their expectations for the future
clearly are different. These expectations often are
linked to State and Federal regulations that govern
the provision of service and payment for such ser-
vices. Following this introduction, each professional
group currently using telemental health procedures
presents a discussion of the current and future ex-
pectations for using two-way video communication
systems to facilitate the provision of their services
and the consequences of these changes for the num-
ber of active service providers.

Advances in Psychopharmacology: Advances in
psychopharmacology and expansion of the profes-
sions able to prescribe medication for the treatment
of mental illness are expected to have major conse-

Table 2. The distribution of race/ethnic groups by selected age categories:
July 1, 2002, and July 1, 2005

Race/
ethnic groups

Median 
age

Under 
14 14–24 25–44 45–54 55–64 65 and 

over

Total 

2002 36.2 58,888 43,595 81,146 39,261 26,113 35,303
2005 36.7 54,687 45,429 79.649 41,891 29,690 36,370

Percent change –0.4 4.2 –1.8 6.4 13.7 3.0

White non-Hispanic

2002 39.2 34,189 28,463 55.644 29,687 20,619 29,212
2005    40.1 33,166 29,105 53,144 31,105 23,223 29,670

Percent change –3.0 2.3 –4.5 4.8 12.6 1.6

Hispanic

2002 26.6 9,830 6,592 10,778 3,474 1,972 2,119
2005 27.0 10,617 7,244 11,517 4,056  2,341 2,413

Percent change 8.0 9.9 6.8 16.8 20.2 13.8

African-Americans

2002 30.9 8,422 6,686 10,978 4,539 2,603 3,012
2005 31.5 8,298 7,056 11,047 5,011 3,023 3,187

Percent change –1.8 5.5 0.6 10.4 16.1 5.8

Asians and Pacific Islanders 

2002 32.4 2,685 1,931 3,972 1,599 926 946
2005 33.1 2,900 2,136 4,207 1,789 1,122 1,097

Percent change 8.0 10.6 5.9 11.9 21.2 16.0
Source: Table NP-T4-B1 Projections of the Total Resident Population by 5-Year Age Groups, Race, Hispanic Origin with Special Age 

Categories: Middle Series, 2001 to 2005. Population Projection Program, Population Division. Washington, DC: U. S. Census 
Bureau. Internet Release Date: January 13, 2000.
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quences on the ability to effectively treat mental
health consumers as well as on the number of active
specialty service providers. These advances are
most likely to have consequences for the profession-
al groups that now have or can be expected to gain
prescription writing privileges as well as those pro-
fessional groups that the prescription writing pro-
fessions supervise. Whereas psychiatrists and other
physicians now have the right to prescribe medica-
tions for the treatment of mental illness, other spe-
cialty services providers—for example, Ph.D.-level
clinical psychologists and master’s-level psychiatric
nurses—are gaining the privilege, with proper
training, to provide medications for the care of per-
sons with mental illness. When they gain this privi-
lege, their number should increase, particularly in
rural and frontier areas, where psychiatrists or
child psychiatrists are few in number and primary
care physicians may prefer to refer mentally ill per-
sons to specialty providers.  

In the following sections of this chapter, each
professional group presents a discussion of the spe-
cific effects of sociodemographic and other factors on
the short-term changes in the number of active ser-
vice providers and trainees in their disciplines.  

Psychiatry

Significant changes in the field of psychiatry in
recent years have begun to change the size and com-
position of the workforce. According to the AMA
Physicians Masterfile 2002–2003, in 2000, there
were 40,867 clinically active psychiatrists in the
United States, an increase of 4.3 percent since 1996
(see table 20.1). If this trend continues, the total
number of clinically active psychiatrists in 2004
would be more than 42,000. According to the Ameri-
can Psychiatric Association’s Annual Census of Psy-
chiatry Residents (2001), the number of medical
school graduates in psychiatric residencies has
remained relatively constant or decreased slightly in
the 1990s. However, it is difficult to characterize pre-
cisely the trends in residencies or make projections
given changes in data sources and methodologies
since 1999, described in more detail later in this
chapter.

Changes in the field of psychiatry will continue
to have an impact on the psychiatric workforce in
the foreseeable future. Particularly, changes in
treatment, technological advances, the systems of
mental health care, the number of medical students
choosing to specialize in psychiatry, the number of
international medical graduates in psychiatry, and

demographic changes in the field will be continuing
influences on the psychiatry workforce of the future.

Treatment and Technological Advances

Recent treatment and technological advances in
psychiatric practice may influence both the supply
of and the demand for psychiatrists’ services and
the roles they may play in the near future. New ad-
vances in psychopharmacology for the treatment of
most major mental illnesses and the increasing
numbers of Americans using psychotropic medica-
tion (Olfson et al., 2002; Pincus et al., 1998) suggest
there will be an increased need for psychiatrists,
who are the only specialty mental health providers
licensed to prescribe pharmacological treatments in
all States in the United States, with the current ex-
ception of New Mexico. In part, the increased de-
mand for psychopharmacologic treatment is attrib-
uted to the rise in direct-to-consumer advertising of
these products (Goldman and Montagne, 1986; Ni-
kelly, 1995). Additionally, new pharmacological
treatments for addictions that allow for office-based
treatment, such as buprenorphine for the treatment
of opiate addiction, may increase the role of psychia-
trists in treating these disorders. 

Advances in neuroscience and genetics, along
with such technology as brain imaging and vagal
nerve stimulation, have significant implications for
changing the practice of psychiatry in future years.
For example, research currently is being conducted
to examine the potentially beneficial effects of the
use of vagal nerve stimulation in the treatment of
depression and anxiety. Advances in information
technology are also providing new mechanisms to
render treatment.

Changing Systems of Care

Over the past decade, the specialty mental
health system has undergone substantial changes
in the organization, delivery, and financing of care.
As with other medical specialties, psychiatric ser-
vices in both the private and public sectors have in-
creasingly shifted from unmanaged fee-for-service
reimbursement to virtually all mental health and
substance abuse treatment services being subject to
some form of fee management. According to the re-
port from the Yearbook of Managed Behavioral
Health Market Share in the United States, 1999–
2000, the majority of privately or publicly insured
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Americans are enrolled in some form of managed
behavioral health plan (Findlay, 1999). 

The current dominance of managed care in the
mental health system has changed psychiatric prac-
tice in several ways and has been associated with
increased time devoted to paperwork and adminis-
trative activities related to dealing with patient
health plans and insurance (Suarez, et al., 2001).
Increased use of nonphysician providers; use of
gatekeepers; more limited ability of psychiatrists to
provide long-term psychotherapy; policies promot-
ing psychiatrists’ provision of medication manage-
ment only, with psychotherapy being provided by
other professionals; more limited access to high in-
tensity inpatient services; and lower negotiated fees
with potential loss of income have been the major
consequence of the system changes for psychiatrists
and their patients (Beinecke, et al., 1997; Findlay,
1999; Frank and Brookmeyer, 1995; Goldman, et
al., 1998; Ma and McGuire, 1998; Mechanic, et al.,
1995; Minden and Hassol, 1996). Increased man-
agement of psychiatric services could potentially in-
fluence psychiatrists’ choices in joining managed
care network panels and thus the supply of psychi-
atric services for in-network users of services
(Short, et al., 2001). 

Private insurance plans rarely have offered par-
ity in their mental and physical health benefits,
with users of mental health services paying higher
co-pays and facing limits on outpatient visits and
inpatient days. Parity mandates, meant to decrease
discriminatory coverage and increase access to men-
tal health services, have been recently passed by
many States and on a Federal level for the Federal
Employees Health Benefit Program. The introduc-
tion of parity mental health benefits has been ac-
companied by increased management of mental
health benefits, and as a result, the financial impact
of parity has thus far been small (Hennessy and
Goldman 2001; National Advisory Mental Health
Council Final Report to Congress 2000; Strum,
1997, 1999; Zuvekas et al., 2002). However, the dis-
incentives for psychiatrists to participate in specific
health plans, as noted above, may limit access to
the parity benefit for persons needing services, par-
ticularly because in most plans parity-level benefits
are only available from clinicians who participate in
managed care networks. As a result, the complex in-
teractions of cost-containment care management
and financing strategies, treatment provisions (par-
ticularly access to psychiatrists and other mental
health professionals), and quality and outcomes of
care need to be monitored in the future. 

Additional changes in the delivery and organi-
zation of systems of care may result from the terror-
ist attacks of September 11, 2001. The events of
that day, and the continuing threat of more attacks,
suggest that providing disaster psychiatry services
may become an area of specialization for more psy-
chiatrists. The near future may bring an increase in
providing rapid response crisis intervention and in
coordinating across different sectors of the mental
health system.

Training Issues

One of the most important factors affecting the
psychiatric workforce in the next five years will be
the number of medical students who select psychia-
try as their specialty for residency. Training trends
are somewhat mixed and difficult to interpret. Ac-
cording to the American Psychological Association’s
(APA) Annual Census of Residents (1990–1998),
there was a gradual decline in the number of resi-
dents through the 1990s. The APA survey collected
data from ACGME-accredited programs in addition
to non-ACGME-accredited fellowships, such as con-
sultation-liaison, research, and other post-residency
programs. However, beginning in 1999, the APA
teamed with the American Medical Association
(AMA) to collect the AMA GME Resident Survey,
which targeted ACGME-accredited programs only,
resulting in a decrease due to changes in methodolo-
gy. Thus, at this point, determining the magnitude
of the change in the number of psychiatric residents
is difficult, although there may have been a modest
decrease over the past three years. 

Another major trend is the growth in the num-
bers of psychiatric residents who are international
medical graduates (IMGs). The percentage of psy-
chiatry residents who are IMGs grew from 23 per-
cent in the early 1990s to approximately 40 percent
in 2000–2001 (American Psychiatric Association,
2001). IMGs often work in rural and inner-city ar-
eas that many U.S. medical graduates avoid. Thus,
they fill an important niche in the psychiatry work-
force. However, recent policies may decrease the
numbers of IMGs entering the workforce; in fact, ac-
cording to National Resident Matching Program
(NRMP) findings, there has been a 10 percent de-
crease in IMGs matching into psychiatry since
1998. First, in addition to passing the U.S. Medical
Licensing Exam (USMLE), IMGs now must also
pass the Clinical Skills Assessment exam, adminis-
tered just once a year in Philadelphia. The added
testing burden may decrease the number of IMGs
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entering U.S. residencies: IMG registrations for the
USMLE dropped from 36,000 in 1997 to 15,000 in
2000. The decrease has been projected to result in
about 6,000 fully qualified IMGs available for all
specialties, less than half the current number of
15,000 (American Academy of Child and Adolescent
Psychiatry, 2002). Additionally, stricter visa laws as
a result of the events of September 11 could lead to
further difficulties for IMGs and further reduce the
number of psychiatrists entering the workforce.
These factors may have contributed to the decrease
in the number of IMGs who will begin psychiatry
residencies from about 382 in 2001 to 337 in 2002.

However, offsetting the potential decreases in
the number of IMGs is the recent increase in the
number of U.S. medical graduates who are choosing
psychiatry as a specialty. According to NRMP find-
ings, from 2000 to 2002, the number of U.S. medical
school graduates choosing psychiatry has risen from
51 percent of positions filled to 65 percent of posi-
tions filled. This trend may be related to the decline
in the so-called “generalist” trend of U.S. medical
school graduates specializing in primary care and
an increase in the demand for specialists, including
psychiatrists (Sierles, 2002). The continued declines
in the number of graduates choosing primary care
may lead to continued increases of U.S. medical
school graduates specializing in psychiatry, partial-
ly offsetting the losses of IMGs.

The shortage of child psychiatrists and geriatric
psychiatrists continues to be a major problem facing
the psychiatric workforce. Currently, fewer than
half of children and adolescents with mental disor-
ders receive any kind of mental health services
(U.S. Department of Health and Human Services,
1999). The number of child psychiatrists in training
has remained flat over the past 5 years (APA, 2001).
Meanwhile, the expected demand for child psychiat-
ric services is expected to increase by 100 percent by
2020 (U.S. Bureau of Health Professions 1999).
Without an increase in the number of trainees, the
child psychiatrist shortage will grow into a major
health care crisis. Similarly, as a larger proportion
of the population becomes elderly, the number of ge-
riatric psychiatrists required to serve this group
will need to grow as well. The number of geriatric
psychiatrists currently is in short supply, and 1,221
academic psychiatrists are estimated to be needed
in the next 10 years to train new practicing geriatric
psychiatrists (Reuben et al., 1993). Even with a sig-
nificant increase in the number of trainees in geri-
atric psychiatry in the next 10 years, it is likely that
the shortage of geriatric psychiatrists could also
grow into a health care crisis.

Demographic Changes

Continuing demographic changes in the psychi-
atric workforce are expected. Whereas the majority
of psychiatrists are men, a significant increase in
the number of women in the field has occurred with-
in the past five years (Center for Mental Health
Services, 2001). We expect this trend to continue be-
cause nearly 50 percent of psychiatry residents in
the past five years have been women (APA, 2001).
There has also been a dramatic increase in the
number of psychiatrists over the age of 65. In the
years 1989 to 1998, the number of psychiatrists over
age 65 per 100,000 persons in the United States in-
creased by nearly 40 percent (APA, 1998). These
trends may exacerbate the decrease in the psychiat-
ric workforce because both women and older psychi-
atrists tend to work fewer hours than their male
and younger colleagues (Zarin et al., 1998). As the
number of psychiatrists approaching retirement age
continues to grow, a shortage of psychiatrists could
result unless the number of medical school gradu-
ates choosing psychiatry as a specialty continues to
increase.

The ethnic composition of the psychiatric work-
force is largely Caucasian. Although Asian psychia-
trists are overrepresented in the psychiatry work-
force as compared with the general population, the
numbers of African-American psychiatrists and
Hispanic psychiatrists continue to be underrepre-
sented. The 1999 Surgeon General’s report on men-
tal health emphasizes the need to recruit providers
who are likely to serve minority communities (HHS,
1999). Because the ethnic composition of the psychi-
atry workforce is not expected to change dramati-
cally in the near future (in fact, the number of mi-
nority residents in psychiatry has decreased
slightly in the past five years), the Surgeon Gener-
al’s goal to increase this group of mental health pro-
fessionals seems unlikely to be realized.

Conclusion

Over the past decade, technological and treat-
ment advances and changes in the organization, de-
livery, and financing of mental health care have
changed the roles that psychiatrists play in existing
systems of care. Additionally, trends in the number
and demographics of medical students who choose
psychiatry as a specialty have begun to alter the
size and composition of the workforce. The full effect
of these changes on the psychiatry workforce will
continue to unfold in the next few years.
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Psychology

Similar to the other professions in this chapter,
the next five years will be a time of both opportuni-
ties and challenges for psychology and its health
practitioners. As reported in chapter 21 of this vol-
ume, the number of doctoral-level psychologists
trained to provide direct services exceeded 88,000 in
2002, with nearly three-quarters of this group ac-
tively engaged in service delivery activities. Be-
cause of the abundance of factors likely to affect
those involved in physical and mental health-relat-
ed teaching, research, administration, and care,
only a handful will be discussed in the following
paragraphs. These include the composition and
growth of the doctoral-level workforce, the changing
work environments for psychologists, and the impli-
cations of recent societal trends that affect both how
professionals are trained and their delivery of ser-
vices. 

Changes in the Workforce of Doctoral-Level Psy-
chologists. The size of the mental health workforce
trained to provide clinical services, including the
pool of doctoral-prepared psychologists, has dramat-
ically grown over recent decades. For example, in
1989, the estimated number of clinically trained
psychologists was 56,530 (Dial et al., 1990), but as
of 2002, this number had grown to 88,490 (Duffy et
al., pending). This expansion in the pool of health
service practitioners, along with the growth in man-
aged care and changes in mental health financing,
has exerted pressure on psychologists’ salaries, ben-
efits, and practice patterns (Pingitore, et al., 2001;
Williams, et al., 1998). Consequently, there has
been growing debate concerning whether there is a
need to “rightsize” the workforce and, if so, how it
should best be conducted (e.g., Oehlert and Lopez,
1998; Peterson and Rodolfa, 2000; Pion, et al., 2000;
Robiner and Crew, 2000). These debates likely will
continue, and training programs have already be-
gun to look seriously at whether changes in how
students are trained should be considered (e.g.,
Kruse and Canning, 2002; Murray, 2002).

Changes in the composition of doctoral psychol-
ogists also have occurred. Although not unique to
psychology, its workforce is aging. Across all areas
of psychology, the percentage of psychologists age 50
years and older has increased from 27 percent in
1987 to 42 percent 10 years later (National Science
Foundation, 1988, 1999). This trend is even more
pronounced among those trained as health services
providers. Whereas the median age was 44.2 years
in 1989, it was 50.0 years in 1999 (see chapter 21 in
this volume). This graying of the workforce has cer-

tain noteworthy implications, particularly given the
combination of market and other societal forces op-
erating. Currently, obtaining a psychology doctorate
typically takes seven years of study, along with
postdoctoral training in some subspecialities (e.g.,
clinical neuropsychology). Partly because of shrink-
ing Federal sources of support, clinical psychology
students also have been significantly more likely to
rely on loans to finance their doctoral training and
thus graduate with higher debt burdens (Rapoport,
et al., 2000). Managed care has reduced income and
placed other constraints on the delivery of services
(Pingitore, et al., 2001). If talented individuals be-
gin to view a career in psychology as having more
costs than benefits, this may negatively affect the
ability of psychology to replenish its pool of trained
health practitioners. 

Another major change in the composition of psy-
chologists is with regard to gender. During the past
few decades, women have replaced men as the ma-
jority among new doctorates (67 percent of 1998
Ph.D.s), and the discipline has nearly reached pari-
ty in terms of health service providers, where wom-
en accounted for 48 percent of all clinically trained
psychologists in 1999. The changing gender compo-
sition has been discussed in terms of what this may
imply for occupational prestige (which has an im-
pact on the attractiveness of the discipline) (Pion et
al., 1996) and salaries among practitioners (Sentell,
et al., 2001). Other implications also need to be ex-
amined in terms of decreasing accessibility and ser-
vices to certain populations (e.g., employment in
veterans’ hospitals or other settings in which notice-
able fractions of clients may seek a same-sex provid-
er).

Shifts in Client Needs and Services Settings and
the Implications for Training. The expectation that
clinical, counseling, and other health service practi-
tioner training emphases and practices may change
also is based on documented gaps in underserved
populations and societal trends. There is a growing
need for psychologists and other mental health pro-
fessionals to provide services to older Americans
(Gatz and Finkel, 1996). Although predoctoral and
postdoctoral training opportunities are increasing,
more expansion is needed (Hinrichsen, et al., 2000).
This is also the situation for several other areas in
psychology, including the treatment of individuals
with serious mental illness, clients in rural areas,
children with mental health problems, underrepre-
sented minorities, and individuals in primary care
settings (see, e.g., Levant et al., 2001; McDaniel, et
al., 2002; Mulder et al., 1999). Moreover, the body of
knowledge on the etiology and treatment of mental
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health problems is rapidly growing, along with the
involvement of psychologists in additional service
activities (e.g., prescription monitoring). It is likely
that attention will continue during the next decade
to address these needs through changes in training.
The challenge will be to address and satisfy these
additional training needs not only in biological fac-
tors, psychopharmacology, and evidence-based in-
terventions but also for special populations. Compli-
cating this situation is finding training strategies
that will neither impose additional requirements on
the already “packed” curricula of doctoral training
programs, demand extensive resources at a time
when academic environments are faced with several
other competing demands, nor substantially in-
crease the length of training (already between seven
and eight years, excluding postdoctoral study).

Advances in Telecommunications and Informa-
tion Technologies. The rapid advances in technology
also carry with them several potential changes in
how the discipline’s practitioners operate. During
the past decade, several new telecommunication
and information technologies have been introduced,
which can aid in several areas. Telehealth—the ap-
plications of these tools to the delivery of services—
is viewed as both a way to increase access and to im-
prove the quality of care, particularly to individuals
in underserved rural and urban areas. Already, psy-
chologists have become key participants in develop-
ing, using, and assessing the effectiveness of these
technologies. Some examples include using video
conferencing to conduct interdisciplinary assess-
ments of children with traumatic brain injury; em-
ploying telehealth systems to extend services by
linking inner-city school nurses with pediatricians
and behavioral specialists; and conducting research
to determine the effectiveness of home-based versus
standard office-based counseling (Wasem and
Puskin, 2000). Because little is yet known about
how telecommunications affects consumers, provid-
ers, and payers of health services, the APA has es-
tablished a Task Force on Professional Practice Is-
sues in Telehealth to evaluate the available
information and develop recommendations on re-
search directions, ethical issues, and risk manage-
ment strategies. The Association also is developing
a tool for consumers to use in evaluating mental
health Web sites, with the aim of helping both con-
sumers and practitioners better understand and
manage a “networked” health system (Nickelson,
1999). Finally, computer technology holds the prom-
ise of improving the ability to gather outcome data.
This, in turn, can make it easier for psychologists
not only to work with managed care companies and
document changes in their clients but also to facili-

tate studies that demonstrate the cost-effectiveness
and value of behavioral interventions by integrating
hospital data on client functioning, medical claim
information from insurers, and patient demo-
graphics.

Social Work 

Social workers are participating in an evolving,
dynamic labor arena as the social work profession
enters its second century. In addition to the tradi-
tion of services grounded in “charity” work and so-
cial services, clinically trained social workers are
now in a wide range of settings providing a continu-
um of services that acknowledge the changing land-
scape of the population and its needs—from technol-
ogy-based counseling to genetics counseling to
inclusion of spiritual considerations. This diversity
of services reflects both the changes in practice set-
tings over the past two decades and the anticipated
changes in the coming decade. 

The social work workforce is also changing. The
profession is growing at both ends of the aging con-
tinuum, with decreasing numbers in the middle
adult age ranges. During the next five years, an in-
crease in younger social workers is expected. Al-
though the percentage of social workers under age
35 is expected to increase only slightly in the next
five years, the percentage of these younger social
workers, both male and female, has doubled since
1989. 

The outlook is different for middle-aged (ages 40
to 54) social workers, whose numbers are expected
to decline dramatically during the next five years.
The steady and rapid increase in the percentage so-
cial workers over age 55 is expected to continue.

Overall, the percentage of male and female so-
cial workers has remained constant since 1989, av-
eraging 23 percent male and 77 percent female. In
five years, this ratio will shift only slightly to 20
percent male and 80 percent female.

The racial and ethnic diversity of the social
work profession is expected to remain stable, with
White social workers making up 87 percent of the
profession, African-American social workers mak-
ing up a little over five percent, Hispanic social
workers making up 3.5 percent, Asian/Pacific Is-
landers making up 1.3 percent, and American Indi-
an/Alaskan Native social workers making up fewer
than one percent. The biggest increase is expected
in social workers who identify as multiracial, a cate-
gory which has nearly doubled since 1989.
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Future of Social Work

According to the U.S. Department of Labor, Bu-
reau of Labor Statistics (2002), social workers held
468,000 jobs in 2000 and are projected to hold
609,000 jobs in 2010—a 30 percent increase during
a 10-year period. The employment outlook for social
workers is quite strong; however, shifts are project-
ed in practice settings and service delivery methods.
Over the next six years, employment in the social
work field is anticipated to grow at a faster rate
than average for all occupations. A number of fac-
tors contribute to this growth, including the aging
population with its varied health and service needs,
concerns about crime, the AIDS epidemic, welfare
reform, violence, child abuse and neglect, family
and individuals in crisis, risks of terrorism and biot-
errorism, and economic insecurity. 

Since 1986 nearly one of every nine new jobs
created has been in health occupations. That trend
is expected to continue through the next decade. So-
cial workers employed in diverse settings are likely
to see increasing demands for their services. Accord-
ing to the Bureau of Labor Statistics (U.S. Depart-
ment of Labor, 2002), growth in home health care
services will continue because of changes in hospital
operations, earlier patient discharges, and in-
creased numbers of people with disabilities needing
assistance in day-to-day functions. The social work
profession will experience a shift away from social
worker services in hospital settings because of the
changing nature of hospital care and the increase in
nursing case management services. We can antici-
pate a push toward briefer services—crisis and
acute orientation compared with chronic and ex-
tended services—in line with the climate of man-
aged care. Increasingly, social workers will be chal-
lenged to “follow the client” to deliver services. This
is a departure from traditional social work practice,
which emphasized the agency as the focal point of
service delivery. Social workers will still be relied on
to provide coordinated care, case management, and
advocacy to clients with chronic health care needs,
but they will need to be aggressive and innovative
in serving these clients in a variety of settings. So-
cial workers also could become valuable partners in
primary care settings—meeting the behavioral
health care needs of patients to improve overall
health outcomes. 

School social work is another area with antici-
pated growth in response to concerns about teenage
pregnancy, violence, immigrant adjustment, inte-
gration of children with disabilities into the general
school population, and issues that relate to families

in crisis. In addition to assisting students with
these concerns, social workers also will be called on
to consult with teachers and faculty about class-
room management, bullying, substance abuse risk
factors, and safety issues. School social workers will
play key roles in monitoring and improving the
quality of learning atmospheres.

In the behavioral health care arena, the Bureau
of Labor Statistics also predicts there may be some
expansion of social workers in private practice with
patients willing to pay for their services out of pock-
et and contractual opportunities providing employ-
ee assistance program (EAP) services. Community
agencies will continue to be resources for those who
rely on publicly funded and accessible mental
health and substance abuse services. Employment
of social workers who are addictions professionals is
expected to grow as the demand for treatment pro-
grams is expected to increase. New initiatives that
focus on treatment versus incarceration for first
time nonviolent offenders and the co-occurrence of
mental health and substance abuse will create fur-
ther employment opportunities in this field. In addi-
tion, studies have demonstrated increased demand
for alcohol and drug abuse treatment and preven-
tion services in the wake of terrorist activities and
natural disasters (Bateman, 2002). 

With the rapid advances in technology, social
workers must integrate technology skills into their
practices. In addition, technology will affect the way
services are delivered, opening up additional oppor-
tunities for social work practice in the next de-
cade—particularly in serving institutionalized pop-
ulations, people with limited mobility, and isolated
populations. Social workers in behavioral health
will need to be active in debates regarding client
privacy as well as be diligent about understanding
telehealth services and text-based Internet counsel-
ing. Group modalities will be more accessible and
cost-efficient with the assistance of technology. So-
cial workers will need to become well-versed in the
challenges and opportunities new technologies
present. Private practitioners will need to ready
themselves to transmit services in new ways, while
community-based social workers will need to exam-
ine the impact of the “digital divide” on populations
denied technological access.

Occupational social workers are likely to see in-
creasing demands for EAPs in corporations. Corpo-
rations also are likely to use social workers in man-
aging organizational dynamics, such as downsizing,
culture change, and team building.

Consistent with the growth in the aging popula-
tion, longer life spans, and subsequent service
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needs, U.S. News Online predicts gerontological
counseling as a hot career track in this decade (Ger-
ontological Counselor, 1999). With the aging of the
baby boomer generation and the lengthening of life
spans, both the number and proportion of older peo-
ple is rapidly increasing. Many of the health-related
problems that contributed to decreased life spans
have been defeated. Yet, this same achievement pre-
sents new challenges in meeting the social, environ-
mental, psychological, economic, and health care
needs of older individuals (National Association of
Social Workers [NASW], 2002). Social workers also
will be needed to assist with the projected expan-
sion of services in chronic illness, end-of-life care,
and bereavement counseling.

Competition for social work jobs will continue to
be tighter in cities, whereas rural areas will still
struggle to attract and retain qualified social work-
ers. Within the profession, the demands for exper-
tise in specific practice areas has recently resulted
in three post-MSW specialty certifications in school
social work; case management; and alcohol, tobacco
and other drugs, being offered by the National Asso-
ciation of Social Workers, the largest membership
association for professional social workers. 

Over the next five years, the social work work-
force will simultaneously grow younger and older.
This shift at both ends of the aging spectrum will
present a variety of new opportunities and challeng-
es for the profession. An increase in the number of
professionals under age 35 will ensure social work’s
continuity in providing services through the next
generation. In addition, these social workers are
more likely to be fluent in new technologies that are
likely to be in demand in the coming years. A young-
er workforce may be more willing to explore the in-
terface of technology with traditional social services
delivery and counseling in ways that the current
generation has not. However, the expected decline
in middle-aged social workers may create gaps in
the training and supervision of new professionals. It
will be important for the profession to identify ways
to replace mentoring and supervision opportunities
in the coming decade.

Nursing 

Introduction 

Psychiatric Mental Health (PMH) nursing is in
a period of exciting expansion as new roles evolve to

meet the complex needs of clients. Although many
PMH nurses work in specialty mental health set-
tings, such as mental health clinics, psychiatric in-
patient facilities, and private practice, PMH nurses
are increasingly practicing in diverse settings with-
in the health system, including primary care, long-
term care, schools, and many other community
sites. In the nineties, there was a sharp increase in
the graduate preparation of psychiatric nurse prac-
titioners and regulation changes granting prescrip-
tion privileges for advanced practice nurses. Be-
cause of their training and skill base, these PMH
nurses are uniquely qualified to address the needs
of health care systems that demand clinicians inte-
grate their physical health care knowledge base
with specialty mental health knowledge. The expan-
sion of PMH roles that embrace a blending of thera-
peutic and neurobiological interventions creates a
workforce that is well suited to the evolving para-
digm of mental illness and new models of health
care delivery. 

Trends in the PMH Workforce:
Five-Year Projections 

In many respects, the evolving PMH-advanced
practice nurse (APN) workforce is likely to be more
diverse than the existing group of PMH-APNs. A
persistent problem in psychiatric nursing has been
the low percentages of men and minority practitio-
ners. The percentage of white practitioners hovers
around 95 to 96 percent but is likely with special re-
cruitment incentives to improve to better reflect the
Nation’s population. Initiatives targeted to attract
men to psychiatric nursing have increased, and
though only slightly, the percentage of men in the
field has increased. 

Although the prospects for improving mental
health care throughout the health care system have
never been higher, several constraints limit the po-
tential of PMH nurses to join fully in this effort.
One potential restraint may be the size of the PMH
workforce. In 1996, the country had the largest
number of psychiatric nurses ever employed, mostly
because of the larger number of individuals pre-
pared in graduate programs in earlier years who
are still practicing. Similarly, there is a trend to-
ward more of these nurses being certified. However,
as illustrated in table 1, despite increases in the
number of employed psychiatric nurses and an in-
crease in the number of those who have received
graduate degrees in psychiatric nursing, the decline
in graduations and a decrease in the percentage of
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the workforce in younger age groups will result in
fewer APNs available in the future.  

Approximately 65 percent of the 17,000 PMH-
APNs are over the age of 44. Unfortunately, the
number of new graduates from PMH programs will
likely be insufficient to maintain the needed num-
bers of new PMH-APNs. The number of graduations
from any type of graduate program in psychiatric
nursing has been steadily declining since at least
the late seventies (Merwin and Fox, 1999). This low
enrollment may be attributed in part to the popu-
larity of nurse practitioner education over the past
decade and to limited funding for graduate educa-
tion in psychiatric nursing. Fortunately, several fac-
tors occurring in the educational arena may miti-
gate this trending down of the size of the PMH
workforce (Delaney, et al., 1999). 

Opportunities and Challenges

In the near future, the role preparation of new
graduates from PMH masters programs is likely to
trend toward Nurse Practitioner. Last year, the
American Nurses Credentialing Center (ANCC) ini-
tiated the first national certification exam for psy-
chiatric Nurse Practitioners (NPs). Although ap-
proximately 22 percent of enrollees in graduate
education in psychiatric nursing are prepared for
the NP role, before this year, they had no option for
a PMH-NP certification, the key to State-by-State
title recognition and often to reimbursement. The
lack of a certification exam for PMH-NPs may have
hampered the growth of psychiatric nursing gradu-
ate programs.

This certification exam, which will open up the
possibilities of the NP role for PMH-APNs, has sev-
eral implications. In the nineties, the number of
programs preparing NPs doubled from 210 in the
early nineties to 527 by mid-decade (Harper and
Johnson, 1998). That popularity is due to the poten-
tial for independence, contact with clients, and in-
come. Thus, it is anticipated that PMH nursing will
witness the growth experienced by other nursing
specialties. The new certification exam may prove to
be an attractor to the graduate PMH-NP programs.

Another opportunity for growth resides in the
shift to online education in graduate programs. At
the current time, there are five programs that offer
a complete online PMH graduate degree. Reports
from three of the five indicate a tremendous growth
in their enrollment. Further, one of the five has
used Web-based education to provide training to re-
mote areas in the State of Washington. Combining

Web-based courses with teleconferencing, the pro-
gram allows students to train in place, often hun-
dreds of miles from campus. This educational tactic
has the potential to address not only the enrollment
issues but also the problem of geographic maldistri-
bution, training students who will be more likely to
remain in the more rural areas of a State. 

The skills of these graduates would mesh well
with the needs of the mental health care delivery
system. The clinical skills of the 21st-century men-
tal health practitioner include an emphasis on brief
treatment, psychopharmacology, and interventions
in primary care settings (Hoge, et al., 2001), which
are the very basics of the PMH-NP program. Their
training in physical assessment, coupled with their
broad medical background, will assure that PMH-
NPs will be well prepared to work in primary men-
tal health care. The traditional interpersonal roots
of the advanced practice psychiatric nurse are pre-
served in these programs, thus creating a clinician
that can manage the neurobiological emphasis of
treatment, manage pharmacological issues, and
provide a range of therapeutic interventions. 

These skills are particularly useful in the care
of the older adult with mental illness. In a study of
mental health service use by older adults, APNs
were found to be providing mental health services to
the poorest and oldest of the old (Hanrahan, 2002).
The growth of the American population over age 65
over the next 30 years poses a serious public health
problem (Halpern, 2001). The mental health needs
of older adults is complicated by acute and chronic
medical conditions that increase with age. For ex-
ample, adults 75 and older have three or more med-
ical conditions. By age 80, three of four older adults
have a disabling condition (Alliance for Aging Re-
search, 2002). Older adults, on average, use five or
more medications (National Council on Aging,
1999). Inappropriate use of prescription drugs by
older people costs $20 billion per year. According to
the National Center for Health Statistics, medica-
tion problems may be involved in as many as 17 per-
cent of all hospitalizations of older persons annually
(Broskowski and Chalk, 1998). Undoubtedly, for the
older adult population, a clinician with a medical
background and advanced training in the neurobio-
logical aspects of mental health issues is best pre-
pared to meet their complex mental health needs.

The acknowledged shift of mental health treat-
ment in primary care has expanded to recognize
that mental health treatment needs to be tailored to
communities of people and to work within and
through these groups and their connections (Cotro-
neo, et al., 2001). The familiarity of psychiatric
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nurses with clinical practice throughout the health
system, supported by their generalist education,
supports their quick assimilation in positions in a
variety of settings and with all types of clinical pop-
ulations. Experience in community health will sup-
port establishing new roles in different types of
community settings. 

The speed with which this increased visibility in
diverse settings occurs will be influenced by the
availability of adequate reimbursement for psycho-
therapy and other third-party reimbursable servic-
es. It also will be influenced by the availability of re-
sources for public and private organizations to
employ these nurses. Psychiatric nurses with ad-
vanced degrees and national certification qualify for
Medicare reimbursement since the Balanced Bud-
get Act of 1997. However, reimbursement by man-
aged care or other private insurers and State Medic-
aid programs varies. Regulatory variability among
State insurance laws and Nurse Practice Acts con-
fuses the authorization of the practice of these nurs-
es, which, in turn, causes limitation in reimburse-
ment from the private sector (i.e., managed care)
and, in some States, Medicaid reimbursement. Uni-
formity of Federal and State regulation of psychiat-
ric nurses in the advanced practice role will stan-
dardize reimbursement, facilitate the availability of
PMH-APNs in diverse settings throughout the spe-
cialty mental health and general health care set-
tings, and ensure the future of this workforce. 

Counseling

As will be noted, counseling as a profession has
had a very rapid growth. Future trends would seem
to indicate that this growth pattern will continue. 

Degrees Held by Counselors

With counseling’s emphasis on practice (73 per-
cent as primary focus vs. 0.4 percent involved in re-
search), most professional counseling organizations
continue to be dominated by master’s level practi-
tioners (Hollis and Dodson, 2000; Peterson et al.,
2000). Of the more than 51,000 members of the
American Counseling Association (ACA), 68 percent
are master’s level practitioners (Sexton, Bradley,
and Smith, 2001). Doctoral level practitioners ac-
count for only 17 percent of ACA membership. The
remaining numbers are distributed between an esti-
mated five percent who hold bachelor’s degrees
(they are not considered professional members) and
others who may not have completed every blank in
the survey or for other miscellaneous reasons are
not identified. 

These figures also correspond closely to results
of a survey of licensed professional counselors by
Sexton et al. (2001). This pattern reflects the ratio
among current counseling students, with 94 percent
pursuing a master’s degree compared with only six
percent at the doctoral level (West et al., 2000). This
trend among current students suggests that in the
next five years the ratio of master’s level to doctoral
level training among counselors should not be ex-
pected to alter significantly.

Gender 

The gender disparity among counselors, with
the vast majority being female, appears to be a con-
tinuing phenomenon. In 1996, of the 96,263 counse-
lors trained in the United States, 71 percent
(68,126) were female and only 29 percent (28,137)
were male (Clawson, et al., 1996). Though the over-

Table 3. Graduations from NP, advanced clinical practice, and teaching programs

Year Advanced 
clinical practice Teaching NP Total

1991 492 46 47 585
1992 425 32 53 510
1993 404 54 64 522
1994 469 29 70 568
1995 418 2 95 515
1996 324 19 100 443

Total 2,532 182 429 3,143
Source: NLN data.
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all number of counselors increased by the year
2000, the gender ratio remained consistent with 72
percent female and 28 percent male (West et al.,
2000). These estimates are similar to data from the
National Board for Certified Counselors (NBCC)
and ACA membership, which estimate women cur-
rently represent approximately 70 percent of coun-
selors practicing today (West et al., 2000). 

More encouraging is that this gender gap does
not reappear within the client population these
counselors serve. Though the vast majority of coun-
selors are women, their client population is fairly
mixed (55 percent female in organizational settings;
45 percent male in organizational settings, with
similar numbers in private practice settings) (Sex-
ton et al., 2001). This suggests that the dominance
of female counselors does not appear to be problem-
atic for men seeking counseling. The data suggests
that in the future the gender disparity will remain
consistent among counselors as will the even gender
distribution among clients.

Age

The field of counseling appears to be beginning
a youth movement. In 1995, 11.5 percent of counse-
lors were under age 35 (Peterson et al., 1996). In
2000, this percentage had swelled to 16.3 percent,
which is a desirable trend, considering approxi-
mately 43 percent of all counselors are between the
ages of 45 and 60 (41.7 percent in 1995 and 51.2
percent in 2000) (West et al., 2000). In next 10
years, the large number of vacancies resulting from
retiring counselors should readily be filled by the in-
crease in the number of individuals graduating with
counseling degrees. 

Multicultural Issues:
Counselors and Clients

For a better understanding of where counseling will
be in the future, it is important to look at trends

within the U.S. population. “During the 1990’s, the
combined populations of African Americans, Native
Americans, Asians, Pacific Islanders, and Hispanics
in the United States grew at 13 times the rate of the
non-Hispanic White population, although non-His-
panic Whites still make up 69 percent of the U.S.
population” (Indiana University Foundation in the
21st Century, 2002). A comparison of 1990 and 2000
U.S. Census Bureau data confirms this trend (U.S.
Census Bureau, 2000).

Caucasians represent approximately 83 per-
cent of counselors currently practicing, whereas Af-
rican-American counselors comprise 4 percent and
Latinos 2 percent (West et al., 2000). If we compare
data from Mental Health in the United States, 1996
and 2000, we can see a gradual, slow movement to-
ward a more diverse field (Center for Mental Health
Services, 2001). In 1995, Caucasians represented 90
percent of all counselors. In 2000, the number of
Caucasians was approximately 80 percent. Equally
of concern is that the ethnic disparity among coun-
selors is also represented among those who seek
counseling. Recent data suggests that approximate-
ly 83 percent of all clients are Caucasian (Sexton et
al., 2001; West et al., 2000). 

The ethnic disparity among counselors and cli-
ents represents a major obstacle for the future. In
the next 10 years, as the American population con-
tinues to become more diverse, we should expect
multicultural issues to have an impact on all as-
pects of counseling. This impact will be most preva-
lent in efforts including recruitment, community
outreach, and issues of multicultural training. Fur-
ther, such efforts are expected to result in slow, but
steady, progress to achieving a more representative
field. 

Training and Licensure

Training. Counseling programs have rapidly de-
veloped over the past 20 years. In the 1980s, the
number of individuals receiving graduate degrees in
counseling stabilized around 10,000 (Peterson et al.,

Table 4. Changes in characteristics of master’s-prepared psychiatric nurses, 1988–1996

Employed Graduate 
degrees

% Not 
working

% Part-
time

%
Men

% 
Under 

35

%
White

% 
Outpatient 
MH clinic

1988 10,567 13,045 19 27 4.2 18 96 15.4
1996 15,330 17,318 11.5 26 6.9 5 95 7.8

Source: Center for Mental Health Services, 2001.
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1996). By the year 2000, the number of graduates in
counseling had doubled to more than 20,000 (West
et al., 2000). 

Not surprisingly, with this increase in counsel-
ing students, there has also been a major increase
in the number of higher education programs in
counseling. The period of 1990 to the present has
shown a tremendous growth rate for counselor
training programs. For example, from 1990 to 1993,
the number of entry-level counseling programs in-
creased by 81 percent and doctoral programs by 48
percent (Peterson et al., 1996). By 1995, there were
450 entry-level counseling programs. The increase
in counseling programs remains a robust trend to-
day, with more than 500 entry-level counseling pro-
grams in the United States (Hollis and Dodson,
2000).

In the next five years, the growth of counseling
training programs is expected to continue, though
at a much slower rate than the expansion during
the 1990s. Further, with an increase in the number
of programs available, we should also expect to see
an increase in efforts to confirm quality standards
of these programs. In the next 5 to 10 years, this
should result in an increased emphasis on achieving
accreditation by organizations such as Council for
Accreditation in Counseling and Related Programs
(CACREP).

Licensure. Measured by the number of States
with established credentialing statutes for counse-
lors, counseling, as a profession, is a recent phenom-
enon. In the past decade, the increase in the num-
ber of accredited counseling training programs and
in the recent counseling graduates has aided efforts
at recognizing counseling as a profession. In 1992,
37 States and the District of Columbia had licen-
sure or certification for counselors. In 1995, 41
States and the District of Columbia had licensure or
certification (Peterson et al., 1996). Currently, 46
States and the District of Columbia have passed li-
censure and certification laws for master’s level
practitioners. 

These trends suggest that government has be-
gun to view counseling as a viable, independent pro-
fession. In the next 10 years, it is feasible to say
that all 50 States will have licensure or certification
for counselors.

Specialization

A trend toward deeper, more meaningful spe-
cializations exists currently within counseling.
Within universities and continuing education pro-

grams for counselors, there has been a continual de-
mand for classes involving marriage and family
counseling, substance abuse treatment, career, and
counseling ethics (Hollis and Dodson, 2000). The
1996 Human Resources in Mental Health guide re-
ported an 81 percent increase in programs involving
community mental health, 62 percent in rehabilita-
tion counseling, and 240 percent in marriage and
family. In the next 5 to 10 years, the popularity of
these specialties is expected to increase. Further, as
interest in these programs continues to expand, the
need for additional, specific training and licensing
standards should also increase.

Special Issues

Technology. Counseling has been, and will con-
tinue to be, heavily influenced by technology. Al-
though there was a drop in scholarly articles about
computers and counseling in the early 1990s, today
computers have become a commonplace and effi-
cient tool in many aspects of counseling, including
training, record keeping, communications, and ther-
apy (Granello, 2000; Walz, 1997).

Although there are no exact numbers of coun-
seling services available online, all indications sug-
gest that the field is rapidly expanding. Sussman
(1998) mentions that on just one Web site, Metanoia
(at www.metanoia.org), one can find more that 80
sites that offer various forms of Webcounseling.
More indicative of this expansion is the attention it
has drawn from the ACA and the NBCC regarding
ethical concerns of counseling via the Internet.

In 1997, the NBCC stated, “NBCC’s goal in cre-
ating standards for counseling over the Internet is
to curtail unprofessional growth of the technique.
We could not investigate ethical inquiries without
an official position for use. And, to simply say that it
is unethical to practice on the Internet is shortsight-
ed in light of the rapid worldwide growth of Inter-
net” (Attridge, 2000; Morrissey, 1997). Similarly, in
October 1999, the ACA Governing Council released
the latest ACA Code of Ethics and Standards that
outlined the standards for Webcounseling (Ameri-
can Counseling Association [ACA], 2002b).

In addition to the increase in therapy occurring
over the Internet, it is also estimated that by 2005,
90 percent of all colleges will offer at least 1 course
online and that corporate training in e-learning will
grow from 2.2 billion to 18.5 billion. In fact, US
News and World Report listed 43 accredited colleges
and universities that already offer graduate pro-
grams in education online (Charp, 2002). 
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Over the next five years, the merging of counse-
lor education and technology is expected to increase,
both in the number of counseling programs offered
online as well as in the research to determine the ef-
ficacy of such training.

There are many cited advantages of computers,
such as bringing services to geographically isolated
areas, the physically disabled, or those who are ap-
prehensive about being seen walking into a counse-
lor’s office (Attridge, 2000; Wall, 2000). However,
several problems also exist that need to be ad-
dressed in the immediate future. Issues of accessi-
bility, privacy/confidentiality, lack of human con-
tact, and quality of counseling services or training
over the Internet are going to be critical to the suc-
cessful merger of technology and counseling
(Granello, 2000; Wall, 2000). Further, a critical
question to be answered in the future is, “How com-
petent are counselors in the technology skills they
possess?” Many authors have argued that counsel-
ing educators and students lack a high level of tech-
nological competence (Myers and Gibson, 1999). 

The next 5 years should see an increase in ef-
forts to ensure technological competencies and to
develop methods to incorporate these skills within
counselor training programs. Further, counseling
will have to determine its unique role in the dissem-
ination of computer technology to the public as well.
“Perhaps the greatest challenge to our profession in
the future is not only to exploit the benefits of the
computer-counseling relationship but also to advo-
cate for the use of computer technology by the soci-
ety as a whole in ways that protect, rather than di-
minish, human freedom and dignity” (Granello,
2000).

Managed Care. Recent surveys suggest that
most counselors view the impact of managed care to
be negative (Daniels, 2001; Phelps, et al., 1998).
One of the most critical complaints by counselors is
the inherent ethical dilemmas that result. Issues
such as informed consent, confidentiality, maintain-
ing records, competence, integrity, human welfare,
and conflicts of interests have been cited as particu-
larly problematic issues (Daniels, 2001). 

In the next five years, counselors’ level of frus-
tration is apt to rise as they personally experience
the discrepancies between counseling ethics codes
and managed care policies. Results from a national
survey by Mead and colleagues (1997) suggest that
70 percent of the respondents were aware of occa-
sional occurrence of such dilemmas.

Finally, managed care appears to be an area
with which students coming out of graduate school
training are not adequately prepared (Daniels, et

al., 2000; Phelps et al., 1998). As a result of this def-
icit, the next 5 to 10 years should see an emphasis
in training involving managed care issues. Though
some debate exists regarding who is responsible for
this training (graduate training programs vs. em-
ployers), the consensus appears to be that, in the
immediate future, counselors in training need to be
better informed of managed care organizational pol-
icies, procedures, and expectations.

National Security: September 11

During the cold war, national security had a tre-
mendous impact on the field of counseling (Gibson
and Mitchell, 1995). The post–September 11 culture
in America could have a similar impact on the pro-
fession. For example, the demonstrated need for cri-
sis counseling, both at the time of the crisis and to
treat post-traumatic stress could well have an im-
pact on the training of counselors in the coming
years. The anthrax scare re-emphasized the impor-
tance of strong, reliable public health services at the
State and local levels. 

Public Policy. Future trends in training and ad-
vocacy for counselors and clients will include an em-
phasis on understanding and influencing public pol-
icy. Certainly in the past 50 years the counseling
profession has, on an ad hoc basis, found it neces-
sary to influence bureaucracies for change. Because
global reliance of economies will continue to break
down cultural, geographical, and national barriers
to trade, services such as mental health will be seen
as an economic trade factor. Just as counseling has
been thrust into the American public arena, so it
will gain growth globally. Early policy influence has
not been studied; however, increase in public regu-
lation and global expansion should herald the need
for formal training in public policy.

Marriage and Family Therapy

With the rapidly changing social and political
environment in the wake of September 11, 2001, it
is difficult to portend the future of mental health
care in the United States. However, the marriage
and family therapy profession appears well posi-
tioned to address the growing demand in mental
health services. Demographic data of the profession
show gradual growth trends among licensed mar-
riage and family therapists (MFTs) and MFT stu-
dents.
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In 2001, based on both American Association of
Marriage and Family Therapy (AAMFT) member-
ship and State licensing information, there were
47,111 clinically active MFTs. Trend data are avail-
able only for California licensees for 1998 to 2002.
California licensure information is particularly rele-
vant because it illustrates the fact that half of the
clinically trained MFTs in the country are in that
State. The rate of increase in the number of Califor-
nia licensees for those years was 7.1 percent (or 2.3
percent per year). National data from the Mental
Health, United States also indicates a similar in-
crease when the statistical anomaly of 1998 is re-
moved. These data reveal a 4.3 reduction in MFTs
from 1995 and 1998, but an increase of 6.1 percent
between 1998 and 2001. Given the fact that the de-
crease in MFTs reported in 1998 is contrary to all
other data and is likely an error in reporting, re-
maining data points to an estimated two percent
yearly increase in MFTs. On the basis of the number
of MFTs in 2001, and the past demographic infor-
mation, an estimated 51,822 MFTs will be practic-
ing in the United States in 2006.

Student MFTs reflect a slightly more aggressive
growth rate. In 2000/2001 there were approximate-
ly 27,467 MFT trainees in the United States. This
number is calculated on the basis of a sample of
MFT training programs in California, registered in-
terns in the State of California, AAMFT student
and associate members, and students in Commis-
sion on Accreditation for Marriage and Family
Therapy Education (COAMFTE) accredited training
programs. These data show an increase of 23 per-
cent among students enrolled in COAMFTE accred-
ited programs between 1995 and 2000 and a 26 per-
cent growth among AAMFT student and associate
members between 1997 and 2002. However, anec-
dotal data from California indicate that student en-
rollments may in fact have flattened. Therefore, af-
ter incorporating the fact that almost three-
quarters of the MFT trainees are in California, we
estimate an overall increase of seven percent. That
means there should be an additional 1,923 MFT
trainees in 2006, bringing the total to 29,390.

A weighted average of 25 percent was used to
estimate the projected increase in MFT trainees in
the next 5 years on the basis of the total number of
MFT trainees in 2001. It is estimated that there will
be an increase of 6,867 MFT trainees in 2006, bring-
ing the total number of trainees to 34,334. 

Demographic Trends

Age. The median age for MFTs in 1996 was 52
years old and increased slightly in 2001 to 53. In
2001, 65 percent of MFTs were older than 55,
whereas in 1996, only 55 percent were older than
50. Further, the average number of years of experi-
ence for MFTs has increased from 13 years in 1996
to 16 years in 2001. In 2001, only 28 percent of
MFTs had fewer than 10 years of experience. Al-
though the age for practicing clinicians is on the
rise, the opposite trend is occurring for trainees. In
the 1980s, many of the trainees entering graduate
school were mental health professionals who were
returning for advanced degrees. Now, the vast ma-
jority of MFT trainees enter graduate school imme-
diately following completion of their undergraduate
degree. 

Age trends have significant implications for the
future of marriage and family therapy. If 75 percent
of the MFTs who are older than 65 in 2006 retire,
there will be a decrease of 17 percent (n = 7,964) of
practicing MFTs by 2006. However, the number of
incoming clinicians should more than cover these
retirees, although the results will depend heavily on
one of two possible scenarios relating to younger
MFTs entering the field. The first scenario is if all
the current trainees enter the field in the next 5
years, then there will be significant growth in the
profession with an increase of 38 percent in clinical-
ly active MFTs; if the retirees are included in this
calculation, the overall increase is still 21 percent.
The second scenario, however, is if half of the stu-
dents currently in training do not enter the field,
then the overall increase will be reduced to 12 per-
cent. 

Race. MFTs are predominantly White, but there
has been a gradual increase in the number of ethnic
and racial minorities in the field. In 1996, 95 per-
cent of MFTs were White with American Indian/
Alaska Natives, Hispanics, and African-American
each representing one percent of practicing MFTs.
In 2001, 93 percent were White, two percent His-
panic, and the other groups represented one percent
each. The concerted effort the field has made to in-
crease the diversity of the profession seems to have
generated improvements in the recruitment of mi-
nority students. In 2001, the percentage of minority
students in COAMFTE Accredited programs was 22
percent. African-Americans, Hispanics, Asian-
Americans/Pacific Islanders, and American Indians/
Alaska Natives made up 8, 5, 4, and 1 percent, re-
spectively. This increase in diversity among MFT
trainees will translate into a more diverse marriage
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and family therapy workforce; however, given that
the minority trainees entering the field only repre-
sent less than 1 percent of MFTs as they enter, it
will take many years before the distribution shifts
significantly in the general MFT population.

Gender. There has been a significant increase in
the number of women in the field of marriage and
family therapy. In 1996, 55 percent were female,
whereas in 2001 that number increased to 67 per-
cent. The number of female trainees is also increas-
ing. In 2001, 76 percent of female students were in
COAMFTE-accredited programs. There does not
seem to be a clear abatement of the inclusion of
woman in the field. 

Age and Race by Gender. The number of males
in the field has dropped significantly since 1996,
from 45 to 33.2 percent in 2001. The males in the
field are also getting older. In 1996, 57 percent of
male MFTs were over the age of 50. In 2001, 64 per-
cent were older than 50. The diversity of the males
in the field is also increasing, albeit slowly. In 1996,
95 percent of male MFTs were White, but in 2001,
that number had dropped to 92 percent. The in-
crease in female MFTs is likely to continue given
that in 1996 they represented 55 percent of MFTs
and in 2001 they represented 67 percent of MFTs.

Policies Affecting Future
MFT Service Delivery  

Although the marriage and family therapy pro-
fession is growing, many obstacles limit access to
MFTs and affect service delivery by these profes-
sionals. As one of the newer mental health disci-
plines, MPTs—like others in similarly situated pro-
fessions—face policy barriers that restrict access to
them. Limiting access to MFTs adds to the nation-
wide problem consumers face of not being able to ob-
tain needed mental health services. 

The best example of a policy barrier is MFT ex-
clusion from the Medicare program. As the largest
health program in the country—covering approxi-
mately 40 million beneficiaries—Medicare is a sig-
nificant barometer of service coverage. Unfortu-
nately, the Medicare program does not recognize
MFTs for independent provision of mental health
services. This exclusion restricts marriage and fam-
ily therapy practice to a substantial segment of the
population in need of care (one-seventh of the U.S.
populace) and concurrently prohibits seniors from
accessing 47,000 trained practitioners. Moreover,
this policy is emulated by countless other Federal
and State health programs. The result of these poli-

cies is severe limitations on access to mental health
services for certain populations, which is substan-
tially magnified in rural areas.

The impact of policies restricting access to men-
tal health care on residents of rural counties cannot
be undersold. Studies show that “[r]ural communi-
ties suffer disproportionately from a shortage of
mental health professionals” (Bird, Dempsey, and
Hartley, 2001). MFTs are well represented in rural
areas, residing in almost one-third of rural counties.
Furthermore, MFTs are in many counties where
other providers are not available. For instance,
throughout the United States, 14.7 percent of the
rural counties have an MFT but no psychiatrist.
Furthermore, in Texas, MFTs are in 16 of 254 coun-
ties (7 percent) where no other Medicare mental
health provider exists, and 15 of the 16 counties are
rural. The counties encompass almost 250,000 resi-
dents, including 36,614 older than 65. Clearly, poli-
cies limiting access to MFTs in these counties will
dramatically impact the resident’s ability to obtain
mental health services.   

Health program exclusion of MFTs is also a sub-
stantial barrier to professional growth. It limits
practice opportunities for MFT clinicians and dis-
courages a career in this field. Currently, MFTs de-
siring to work with the elderly, schoolchildren, Fed-
eral government employees, and others may be
prohibited from providing services directly to these
populations, which could affect their decision to
pursue a career in family therapy. 

However, the political and policy landscape is
moving toward increasing access to MFTs. In recent
years, significant legislative and policy gains have
been achieved that open practice doors for the pro-
fession. Progress has also been made on longer-term
initiatives. In 1999 there was one bill before Con-
gress providing Medicare recognition of MFTs; now
five bills are before the same body. In the past sever-
al years, four States have passed laws to license
MFTs and two States have amended existing laws
to move from certification to licensure. Further-
more, countless Federal and State health programs
have been amended to recognize the services provid-
ed by MFTs. The trend is in the right direction, but
the journey will be long.

Removing policy barriers to MFT services will
likely make the profession more viable and attrac-
tive to individuals seeking a career in the field. Fur-
thermore, although the profession is growing, evi-
dence suggests a significant percentage of MFT
trainees do not ultimately obtain a license as an
MFT. Removing policy obstacles and opening prac-
tice areas for MFTs will invariably expand career
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choices for these trainees and hopefully will alter
this divide between training and practice. Undoubt-
edly, expanding the MFT population and providing
access to current practitioners will also translate in-
to greater consumer access to needed mental health
services.

Conclusion

The marriage and family therapy profession is
growing and changing with the times. Demographic
trends show an aging of the profession on one end,
but also a rising student population. There is evi-
dence of increasing diversity, as well as a growing
female presence. The profession is challenged by
policy barriers, but is making progress in this area.
The marriage and family therapy profession has es-
tablished itself as a viable mental health discipline
and appears well situated to play a substantial role
in future mental health care delivery.  

Sociological Practice 

Sociology’s Contributions to Mental and 
Behavioral Health Care

Sociology’s theoretical and substantive contribu-
tions to mental and behavioral health care can be
traced to its philosophical origins as a social science
and practice profession in Europe and America.1

Sociologist Thomas J. Scheff (1966) broke new
ground in his seminal work, Being Mentally Ill,
which devoted attention to the social contexts of
mental health and mental illness and conceptual-
ized behavioral health care as a distinct social sys-
tem. Drawing ideas from his contemporaries, such
as Edwin Lemert (1951), Kai T. Erikson (1957), and
Erving Goffman (1961), Scheff ’s effort remains the
cornerstone of modern mental health law in the
United States. Interdisciplinary support for Scheff ’s
position came from psychiatrist Thomas Szasz
(1974) in The Myth of Mental Illness, in which he

linked mental illness to specific socioeconomic, po-
litical, and cultural conditions in the social environ-
ment (cf. Hollingshead and Redlich, 1958). Current
sociological contributions in mental and behavioral
health care fields derive from the practical experi-
ences and casework of clinical sociologists who spe-
cialize in individual, family, and other interventive
group practice (e.g., see Brabant, 1996; James and
Gabe, 1996; Kemper, 1990).

Sociologists in Mental
and Behavioral Health Care Fields

During the past two decades, the demand for
qualified mental and behavioral health care profes-
sionals, coupled with stringent practice standards,
hastened academic departments in the social and
behavioral sciences and allied health care occupa-
tions to accredit their practice programs and pro-
vide their graduates with association and State pro-
fessional credentials (Witkin, et al., 1998, pp. 153,
168). Sociologists, in an effort to find suitable work
as mental and behavioral health care providers, ad-
ministrators, researchers, and educators, found it
increasingly necessary to qualify themselves with
definitions of title and practice, educational qualifi-
cations, and State examination requirements spon-
sored in nonsociological practice legislation.2 

Extradisciplinary oversight, however, has not
always represented and advanced sociologists’ ca-
reer interests and standing in mental and behavior-
al health care fields, nor has it fully exploited the
application of sociology’s distinct theories, methods,
and approaches to everyday problems, particularly
its capacity to “benefit society and social life
through research action or administration” (Fleis-
cher, 1998; cf. Olsen, 1991).3 The decision by sociolo-
gists to “professionalize” their discipline with pro-
gram accreditation by the Commission on Applied

1 For European roots in epistemology and phenomenology, see
Husserl, 1960 and 1999; cf. Kockelmans, 1994; also see Geiger,
1969; Mannheim, 1936; Scheler, 1962; Schutz, 1962; Stark, 1958;
for an American treatment, see Berger and Luckmann, 1967; cf.
Blumer, 1969; Garfinkel, 1967; Mead, 1934, 1938; Merton, 1957;
Mills, 1959, for the strain in social psychology; Weinstein and
Platt, 1973, for the strain in psychoanalytic sociology.

2 In some instances, as in the case of Wisconsin Assembly Bill
125, in 1991, sponsored by social workers, psychologists, mar-
riage and family therapists, professional counselors, alcohol and
substance abuse counselors, and others, sociologists were asked
to comply with its extradisciplinary requirements within a speci-
fied period of time or else cease practice as unregulated profes-
sionals. The bill failed (Billson, 1992; Onnie, 1992).
3 Many practicing sociologists argue that extradisciplinary over-
sight results in an oblique use of sociological knowledge, generat-
ing fewer benefits to society than would be possible with a direct
implementation, one legitimated, sanctioned, and regulated by
sociologists in conjunction with the State as can be accomplished
in independent sociological practice legislation (for a discussion,
see Fleischer, 1998).



Perspectives on the Future of the Mental Health Disciplines

36

and Clinical Sociology (CACS)4 and professional
credentials by the Sociological Practice Association
(SPA) has proven to be a far better solution, better
suited to (1) facilitate and monitor sociologists’ en-
try into interdisciplinary practice fields, including
mental and behavioral health care, in compliance
with strict regulatory requirements; (2) improve
public knowledge and use of, and access to, applied
and clinical sociology per se; and (3) serve the public
welfare, health, and safety, contributing to the qual-
ity of social life.

Eligible Programs and
Their Characteristics

The Directory of Programs in Applied Sociology
and Practice, published biennially by the American
Sociological Association, lists 35 baccalaureate
(B.A./B.S.), 102 master’s (M.A./M.S.), and 47 doctor-
al (Ph.D.) programs in sociological practice, all po-
tential candidates for accreditation by CACS (Fleis-
cher, 1999). Specializations vary widely across
interdisciplinary fields. Many of these programs,
several cross-referenced below, may be classified in-
to mental and behavioral health care fields, ranked
as follows: (1) Human Services (13 programs); (2)
Marriage and Family (9 programs); (3) Sociological
Practice (9 programs, with specializations in par-
ent-child interaction, social services, juvenile delin-
quency, human behavior, social environment, crisis
advocacy, personality disorders, pro-social behavior,
dispute resolution, life cycle, aging and gerontology,
and occupational stress intervention); (4) Medical
Sociology and Health Administration (7 programs);
(5) Clinical Sociology (6 programs, with specializa-
tions in child abuse, deviance, disabilities, family
counseling, health and medicine, substance abuse,
addictions assessments and treatments, crisis inter-
vention, social and community psychology, human
services including human service administration
and evaluation, and health delivery systems); (6)
Counseling and Drug Abuse (3 programs); and (7)
Mental Illness and Mental Health (2 programs).
These programs, responsive to the rapidly evolving
standards of managed care education, training, ad-
ministration, and intervention, will graduate candi-
dates with the requisite clinical background to qual-
ify them for SPA certification in mental and
behavioral health care fields and the acquisition of

State professional credentials once sociological prac-
tice legislation is enacted.

CACS has accredited two (nonclinical) practice
programs at the baccalaureate level since the incep-
tion of its pilot program in fall 1997. The Applied
Sociology Concentration at St. Cloud State Univer-
sity in St. Cloud, Minnesota, was accredited in
spring 1998, and the Applied Sociology Program at
Our Lady of the Lake University in San Antonio,
Texas, was accredited one year later, in spring 1999.
The Commission formed two new accreditation re-
view Committees (ARCs) in spring 2002, to evaluate
the Bachelor of Science Program in Applied Sociolo-
gy at Buffalo State College in Buffalo, New York,
and the Clinical and Applied Sociology Concentra-
tion at Valdosta State University in Valdosta, Geor-
gia. A third accreditation review committee was
formed in summer 2003 to evaluate the Masters of
Science in Sociology Program, also at Valdosta State
University. Site visits were completed in Spring
2003 for the practicing Sociology Track at Humboldt
State University in Arcata, California, and for the
re-accreditation of the Applied Sociology Concentra-
tion at St. Cloud State University. As of fall 2003,
these two programs await final accreditation by the
Commission. Other departments have inquired
about CACS accreditation, with some indicating
that they will apply for accreditation once the Com-
mission has been accredited by the Association of
Specialized and Professional Accreditors (ASPA).
CACS’s application with ASPA is pending.

Projections and Trends

To date, the 22 clinically trained and 14 clinical-
ly active sociologists who practice in mental and be-
havioral health care fields do not provide sufficient
data to validly and reliably project their composi-
tion and demographics in this specialization over
the next decade. Notwithstanding, CACS antici-
pates there will be continued departmental interest
in its postsecondary accreditation programs and ex-
pects that SPA-credentialed graduates of its accred-
ited clinical programs will soon augment those,
above, who currently provide educational, adminis-
trative, evaluative, and therapeutic services in men-
tal and behavioral health care fields.

Since September 11, 2001, a few sociology de-
partments have reported noticeable trends in the
educational and career interests of their new enroll-
ees. Others have reported no change. One depart-
ment has tracked an increase in the number of de-
clared majors among returning, adult students—

4 CACS’s baccalaureate and master’s levels standards can be
browsed or downloaded at http://www.sociologycommission.org/.
Doctoral-level standards, under consideration, await approval for
development.
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particularly pilots, flight attendants, and support
personnel recently laid off by the airline industry.
These enrollees have concentrated their studies in
the subfield of criminology to pursue new careers in
law enforcement. They cite safety and security is-
sues as primary concerns.5 Other enrollees, such as
one former flight attendant supervisor, plan to use
their sociology degrees to counsel trauma survivors
and people in crisis situations.

Some sociology departments have begun to re-
view their curricular requirements and the substan-
tive content and frequency of their core and elective
offerings. A few will implement changes. One de-
partment, for example, plans to add a new course on
“terrorism” to its program, its coordinator comment-
ing that it should be popular among traditional and
returning adult students.

When they become available, robust data on
clinically trained and active sociologists will permit
a fuller analysis of these projections and trends, in-
cluding information about their composition and de-
mographics (and that of their patients); the provi-
sion of clinical sociological services and system
structure; payment mechanisms and service fund-
ing; and impact on their work from new managed
health care policies, equity legislation, the Health
Insurance Portability and Accountability Act of
1996 (HIPAA), telemental health, and related tech-
nological trends. All of this will permit an improved
understanding of the need and demand for clinical
sociology and the clinical sociologist’s role and per-
formance in mental and behavioral health care
fields.

Certified Pastoral Counseling

Overview

The accumulation of accurate data and projec-
tions of trends are challenging tasks in pastoral
counseling because of the wide variances in State
laws that affect the practice of pastoral counseling.
Issues regarding the separation of church and State

make State legislatures reluctant to regulate the
practice of pastoral counseling when it takes place
clearly within the boundaries of religious communi-
ties. Outside those boundaries, however, where
most professional pastoral counseling occurs, both
professional credentials and State regulations pre-
vail. The American Association of Pastoral Counse-
lors (AAPC) is the primary credentialing and profes-
sional association for pastoral counseling and is the
primary source of data. These comments are based
on data from the certified membership of AAPC,
and, although not exact, they represent a reliable
overview of trends in professionally qualified pasto-
ral counseling (see American Association of Pastoral
Counselors, 1994, 2001). 

Age Factors

There are approximately 2,812 clinically
trained, certified pastoral counselors in the United
States. That figure has remained steady for the past
5 or more years. It will be affected, however, by an
increase in the number of retirements taking place
because the majority of these pastoral counselors,
78 percent, are over age 50.  

The professional lifespan of many pastoral
counselors is shorter than in other professions be-
cause many do not become clinically trained and
credentialed until after age 40, moving out of a con-
gregational ministry, or some other career field, into
professional pastoral counseling after they have
completed further educational and clinical require-
ments. Although this is a comparatively late time
frame, it means that persons tend to enter the prac-
tice with a great deal of maturity and experience in
caregiving and interpersonal relationships.  

Pastoral Counselors in Training

The impact of the aging of the profession is less-
ened somewhat by some encouraging data on train-
ees. Approximately 1,069 persons are in training in
the 2001–2002 academic year, compared with 961 in
the 2000–2001 year, an increase of 9 percent. This
increase is anticipated to continue as a trend over
the next few years, offsetting the losses due to re-
tirement, but not growing the profession to the ex-
tent that will be needed unless the trend expands.
There is a clear trend in academic institutions that
offer graduate programs in pastoral counseling
seeking AAPC accreditation for their degree pro-
grams. It can be safely projected that the number of

5 Their interest in investigative work and careers in State
bureaus of investigation and the FBI also have increased. Some
of these students acknowledge the importance of foreign lan-
guage in these careers and plan to take foreign language courses
to complement their undergraduate and graduate degrees in
sociology, even though foreign language is not a requirement for
the degree.
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AAPC-accredited degree programs will more than
double in the next five years. That will mean more
persons completing academic requirements will be
better prepared to apply for certification as pastoral
counselors at an earlier date, on the completion of
required supervised experience.

Diversity

Emphasis is being placed on diversity within
the profession. A wide diversity of religious commu-
nities is represented in professional pastoral coun-
seling. AAPC is an interfaith association that in-
cludes approximately 100 different faith groups.
Certified pastoral counseling is just beginning to be
known among persons in Eastern religious tradi-
tions, and there is a recent increase of interest in
persons from those traditions seeking training and
certification. Pastoral counseling developed out of
the Judeo-Christian traditions, which continue to
be predominant in the field. Although each pastoral
counselor is expected to be endorsed by a recognized
faith community, all religious traditions are respect-
ed, and clients’ issues and resources of faith and
spirituality are integrated, as relevant, into the
therapeutic process. 

Gender diversity has increased markedly over
the past decade, and the growing numbers of wom-
en entering pastoral counseling is a definite trend.
One-third (32 percent) of the certified membership
of AAPC are women, and that percentage is grow-
ing. Women hold an increasing number of pastoral
counseling faculty positions, and that will be an in-
fluential factor for women students who are making
career choices in ministry.

Racial/ethnic diversity has been slow in devel-
oping within qualified pastoral counseling, but that
is changing gradually with the new vision and mis-
sion statement of AAPC clearly reflecting the inten-
tion of increasing this area of diversity among prac-
ticing pastoral counselors. This effort is being
reinforced by the recent and current development of
graduate degree programs in pastoral counseling
within major, traditionally African-American uni-
versities. Pastoral counseling training is also being
provided to Hispanic clergy in Spanish at a growing
number of locations. Among Asians, the greatest in-
terest and training investment is being made by Ko-
reans. Workshops are held at AAPC annual confer-
ences in both Spanish and Korean languages for
these populations. Currently, approximately 16 per-
cent of certified pastoral counselors report racial/
ethnic identity other than Caucasian. These are

broken down as African-American, 2.01 percent;
Asian, 1.30 percent; Hispanic, .42 percent; Ameri-
can Indian, .14 percent; not specified, 12.32 percent.
Caucasians represent 83.81 percent, as reported.

Impact of September 11 on Pastoral 
Counseling Practice

Although it may be too early to project trends
based on the September 11 experience, the need for
qualified pastoral counselors in a national context of
potential terrorist attacks clearly is identified from
the increase in calls received by pastoral counselors
in the weeks following September 11, especially in
the greater New York City and Washington, DC, ar-
eas. There has been an increase, as well, in training
opportunities for pastoral counselors in post-trau-
matic stress disorder (PTSD) and critical incident
stress management (CISM) counseling, as well as
dealing with generalized anxiety as a result of a
sense of insecurity and felt exposure to danger. Pas-
toral counselors integrate the spiritual values and
belief systems of the client into the therapeutic pro-
cess as an additional resource for healing and for
coping, and ample evidence shows that the Septem-
ber 11 events and their aftermath have increased
the public desire for the availability of these
services. 

Economic Trends

Certified pastoral counselors face considerable
economic concerns. They have been heavily affected
by the takeover of mental health services by man-
aged care in recent years. Whereas some mental
health managed care plans do recognize pastoral
counselors as providers, many do not. Federal
health programs, such as TRICARE and FEHBP, do
recognize fellow-level certified pastoral counselors,
and there is a current effort to gain provider recog-
nition by Medicare. Private pay charges generally
are based on the ability of the client to pay, so al-
though pastoral counselors who work in the more
affluent populations tend to have economic stability,
those who serve less affluent populations may not. 

The availability of State licensure that is open
to qualified pastoral counselors can also be a factor
in the practice of pastoral counseling. Whereas most
certified pastoral counselors are State licensed in
pastoral counseling or another mental health disci-
pline, others do not have or do not take that option.
Currently, six States have license or certification for
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pastoral counseling. Thirty-seven States include
pastoral counselors in generic licensure, such as a
licensed professional counselor. Licensure affects re-
imbursement options for services.

Established pastoral counseling centers usually
have some support from the religious congregations
in the community, which enables these centers to
maintain financial stability and still serve lower in-
come persons, many of whom may not have health
insurance that includes nonmedical or outpatient
mental health care. These centers, however, operate
on limited budgets, and concern is felt in regard to
the costs related to the new reporting requirements
under HIPAA that will be introduced during the
next year. Pastoral counseling centers generally op-
erate under the ethical principle that no one is de-
nied services because of an inability to pay.

Geographic Distribution

In contrast to most mental health professionals,
more pastoral counselors practice in rural and small
to mid-size towns and cities than in large metropoli-
tan areas, making them available in federally iden-
tified underserved areas, as well as in major metro-
politan areas, as a valuable mental health resource.
This is one reason that Medicare provider recogni-
tion is a high priority for qualified pastoral counse-
lors. The older populations in these areas may not
have other options for adequate mental health ser-
vices.

Conclusion

Certified pastoral counselors are facing the par-
adoxical situation of a growing recognition of the
fact that interfaith-based mental health services,
which are grounded in a disciplined and competent
approach to counseling and psychotherapy, have, on
the one hand, much to offer and are greatly desired
by the general public and, on the other hand, finan-
cial and regulatory hurdles. Research done in 2000
by the Washington, DC, firm of Greenberg Quinlan
Rosner, Inc., found that an overwhelming number of
Americans recognize the close link between spiritu-
al faith, religious values, and mental health and
would prefer to seek assistance from a mental
health professional who recognizes and can inte-
grate spiritual values into the course of treatment.
This study is available from the AAPC and is found
on its Web site, www.aapc.org.

Pastoral counselors are working hard to face the
challenges of mental health care delivery in the 21st
century and are committed to providing spiritually
sensitive, therapeutically competent services to all
those who seek their help.
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